Conclusions.-SAMSAH-Alister allows a multidimensional analysis of functioning in the middle of life. By proposing regular and coordinated care, then by overseeing relay implementation, it has found its positions in the care pathway as a multidisciplinary tool of interface participating in the achievement of the patients life plan [1]. Results.-Two multidisciplinary teams work to allow home stay in best conditions. Their integration in the rehab department insures better coordination. They can be solicited after acute medical or rehab department when people go home or decide to address patients back to hospital. In 2012, 345 people where actively followed among which 33 benefit nowadays a back home supervision. The average duration of follow-up is 21.4 months.

